
STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA  DEPARTMENT OF SOCIAL SERVICES

NOTICE OF FORM CHANGE NO.

DISPOSITION OF OLD SUPPLY

■ Use until exhausted ■   Destroy

USE NEW FORM

■ When supply available in DSS Warehouse ■ Use new form effective_______________________

USE FORM IN ACCORDANCE WITH

■ All County Letter No.

■ Other (specify)

FORMS DISPOSITION AND SPECIAL INSTRUCTIONS

REQUIRED FORM- REQUIRED FORM-

■ No Change Permitted ■ Substitute Permitted With Prior DSS Approval ■ Recommended Form

Listed below is information regarding a form change.  Only applicable information is shown.

This notice updates your Department of Social Services County Forms Catalog.

TO: FROM:
County Welfare Director Forms Management Unit
Supply Clerk / Forms Coordinator (916) 657-1907

UNLESS OTHERWISE SPECIFIED STOCK MAINTAINED AT: ■ OTHER:

Department of Social Services Warehouse
P.O. Box 980788
West Sacramento,  CA  95798-0788

DATE

FORM NUMBER AND TITLE

ORDER UNIT ESTIMATED PRICE INITIAL SUPPLY SENT

■ Free ■  Sold ■   Yes ■  No
DATE OF FORM REPLACES

■ New ■ Revised ■ Obsolete

■ Community Care Licensing District Offices ■ District Attorney

■ Private and Public Adoption Agencies ■ Other

ADDITIONAL INFORMATION REGARDING FORM CHANGE

GEN 127 (3/02)

03-043

2 cents EACH

9/99

X

X

X

4/11/03

SSP 14 (9/99)  Authorization For Reimbursement Of Interim Assistance Granted Pending SSI/SSP Eligibility Determination

Attached are a Reproducible Copies

The SSP 14 will now be a single sheet form.  It will no longer be produced as a carbon-interleaved set.
The new price will be 2 cents per form.

Check on the Internet to see if forms are available at www.dss.cahwnet.gov.

For camera-ready copies of English and Spanish forms, please call the Forms Management Unit (FMU) at (916) 657-1907, or
by electronic mail at:  fmudss@dss.ca.gov.  Contact Language Services for other languages at (916) 445-6778 or by electronic
mail at LTS@dss.ca.gov.



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY DEPARTMENT OF SOCIAL SERVICES

AUTHORIZATION FOR REIMBURSEMENT OF
INTERIM ASSISTANCE GRANTED PENDING
SSI/SSP ELIGIBILITY DETERMINATION

FOR COUNTY/STATE USE:
SOCIAL SECURITY NO. GR CODE:

I understand that the public assistance paid to me, or on my behalf, by is considered
interim assistance if it is paid during the period of time that my supplemental security income (SSI)/state supplementary payment (SSP) eligibility
is being determined.  (Assistance financed wholly or partly with Federal funds shall not be considered interim assistance.)

In consideration of such interim assistance paid to me, or on my behalf, I, , authorize the
Secretary of the United States Department of Health and Human Services, through the Social Security Administration (SSA) to send the first
payment of any SSI/SSP benefits, for which I may be determined eligible, to the above Agency.

I authorize the above Agency to retain from that payment an amount equal to the sum of public assistance payments the above agency and
other California interim assistance agencies paid to me, or on my behalf, to meet my basic needs both before and after the date of this
authorization, but limited to the period my SSI/SSP eligibility determination was pending,

■■ Initial beginning with the month for which I am found eligible for an SSI/SSP payment and ending with the month my SSI/SSP 
payments begin;

or

■■ Post beginning with the month for which my SSI/SSP payments are reinstated after a period of suspension or termination and 
Eligibility ending with the month my payments resume.

I understand that, after making the above deduction from my SSI/SSP payment, the above agency shall pay to me the balance, if any, no later
than ten (10) working days from the day the above Agency receives my payment from SSA.

I understand that, if I feel that the amount deducted from my SSI/SSP retroactive payment is more than the amount of public assistance paid to
me, or on my behalf, by the above Agency, or if I feel the above Agency failed to pay me the excess within the ten (10) day period,  I have a right
to request a fair hearing from the State Department of Social Services.  This request must be filed within ninety (90) days of the date the above
Agency notifies me of the receipt and disbursement of the payment.

I understand that if I file an initial claim for SSI/SSP benefits at a Social Security Office within 60 days of the date the above Agency receives this
signed form, my eligibility for SSI/SSP benefits can begin as early as the date the above Agency receives this signed form.

I understand that this authorization is effective from the date the above Agency receives this signed form and that it will cease to have effect:

■■ Initial at the end of one (1) year from the date the above Agency receives this signed form, unless I file for SSI/SSP within that time, 
Claim or one of the events listed below occurs earlier, in which case the authorization will cease to have effect as of the date of such 

event;

° SSA makes an initial payment or reinstates payment on my claim;

° SSA denies my claim and I do not file a timely appeal of that determination;

° The above Agency and I agree to terminate this authorization.
or

■■ Post at the end of one (1) year from the date the above Agency receives this signed form, or at the end of the maximum
Eligibility period within which to request review of the determination to suspend or terminate my SSI/SSP payments, whichever

period of time is longer, unless I file a timely request for review, or one of the events listed above occurs earlier, in
which case the authorization will cease to have effect as of the date of such an event:

SIGNATURE OF APPLICANT OR DESIGNATED REPRESENTATIVE (TITLE):

SIGNATURE OF IA AGENCY REPRESENTATIVE:

If recipient signs form with a mark, the signature must have two witnesses who provide their signature, address, and the date below.

SOCIAL SECURITY ADMINISTRATION USE (For turnaround information to the county/state agency)

WITNESSED BY: WITNESSED BY:

ADDRESS    (NUMBER,    STREET):

CITY: STATE: ZIP CODE: CITY: STATE: ZIP CODE:

SSP 14 (9/99)

NO:

ADDRESS     (NUMBER,    STREET):

DATE:

DATE:PHONE:

■■ This form has been transmitted to the SSA system. ■■ Another GR is already in system.


